Figure 1.0 Vaccine Hesitancy Continuum
The vaccine hesitancy continuum describes, that vaccine hesitancy occurs between two poles. When the demand for vaccines are present all the vaccines will be accepted. In the opposite pole it is a complete refusal of vaccine. Therefore, vaccine hesitancy occurs in-between the two poles causing the recipient not to accept the vaccines at the expected rate causing the demand to be lower. When vaccine hesitancy occurs, it is at individual and community level which affects the effectiveness of personal and community responsibility of immunization. Therefore, to overcome vaccine hesitancy, the root cause needs to be identified and its magnitude needs to be assessed to design custom made solutions to supersede the problem. Evidence-based strategies to address the causes, monitoring and evaluation to determine the impact and sustainability of the intervention is essential.
When understanding vaccine hesitancy, it must be noted that there can be many inter-related determinants. These should be assessed in a systematic manner to comprehend the individual, group, and contextual influences, as well as any vaccine/vaccination specific issues. In addition, a diagnosis of the underlying reasons for hesitancy should adequately differentiate between barriers related to acceptance and access
Figure 2.0 Vaccine Hesitancy Matrix
The 3 key determinants are known as the working group determinants which are demonstrated in the vaccine hesitancy matrix. On the individual basis, beliefs and attitudes about health, knowledge and awareness has to be considered. With relation to the context, influence by media communication, influential leaders, politics, religion, culture and socio economy will cause the impact according to the working group determinants of vaccine group matrix. Vaccine hesitancy had been prevalent since the 18th century with the emergence of the small pox vaccination. Vaccine hesitancy has increased in the recent past owing to different factors. It is reported in the world and in isolated pockets of Sri Lanka that certain groups/cultures induce vaccine hesitancy.
There is no single intervention that addresses all instances of vaccine hesitancy. Based on the systematic review of strategies to address vaccine hesitancy conducted by the SAGE (Strategic Advisory Group of Experts) working group the most effective interventions are multi-component versus single- Given the potential for hesitancy to rapidly undermine vaccination coverage in specific settings, it is important that all countries take steps to understand both the extent and nature of hesitancy at a local level, on a continuing basis. Accordingly, each country should develop a strategy to increase acceptance and demand for vaccination, which should include ongoing community engagement and trustbuilding, active hesitancy prevention, regular national assessments of concerns, and crisis response planning.
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It should be noted that in low vaccine uptake situations, where lack of available services is the major factor impairing adequate coverage, vaccine hesitancy can be present but is not the priority and should not be the focus of investments.
The critical role of health workers
In the face of emerging hesitancy, health workers remain the most trusted advisor and influencer of vaccination decisions. The capacity and confidence of health workers are often stretched, though, as they are faced with time constraints, limited resources, and inadequate information and/ or training to respond to any questions and discuss the risks and benefits. For health workers to be prepared for the different types of interactions they might face, a number of actions are required. 
Community engagement
Communities also need to be at the centre of driving to improve the quality of immunization and health services, 
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